and cardiac complications are generally found after tramadol ingestion at high doses with unintentional or intentional suicidal attempts. Ahmadi et al., after analysing the cases of tramadol intoxication found mortality rate of 0.97%. Most of the cases have been reported in conjunction with other drugs such as CNS depressants. [4] However, Shadnia et al., reported two fatalities with tramadol intoxication without any co-ingestions. [5] In therapeutic doses, both tramadol and fentanyl have been implicated in serotonin toxicity though tramadol is more notorious for severe toxicity. [6] Serotonin toxicity is marked by the triad of neuromuscular excitation, autonomic stimulation and changes in mental state. Based on the clinical profile we suspected serotonin syndrome to be causative for the complication in our patient. The features of toxicity from drug combination develop rapidly after onset of effective blood levels of the second drug. The autonomic features such as tachycardia and tachypnea are not usually severe. [6] In our patient, the administration of i.v. fentanyl initiated the toxicity features (agitation) which became more pronounced with tramadol dose. However, the cardiac signs erstwhile considered not to be of serious consequence, in our patient caused near fatal arrhythmia. The rhythm quickly transformed from SVT to VT and then to VF [ Figure 1 ].No role of use of gabapentin preoperatively in this peroperative drug interaction between fentanyl and tramadol could be explained.
To our knowledge and belief, this is the first report of serotonin toxicity with tramadol and fentanyl combination, in therapeutic doses without any other serotonergic medication. The inability to monitor serum drug level has been a limitation, but the absence of any other drug administered prior to fentanyl and tramadol effectively establishes the aetiology.
This case report highlights the dangers of combining two drugs with potential of serotonin toxicity and the severity of cardiac complication that can even be near fatal. paramediastinal bulge or a low density line along the upper left margin of the heart on a postero-anterior view could be due to an LSVC but this requires an extremely high index of suspicion. [6] The most common presentation of a LSVC is presence of both right and left SVC in the same patient. In the presence of a right SVC along with LSVC, the abnormality can be missed unless the catheter inadvertently enters the LSVC, during catheter placement instead of right. If the right SVC is absent, the condition is called Isolated PLSVC. [7] During coronary artery bypass grafting (CABG), the surgical field will be filled with blood in the presence of LSVC and hence, the SVC needs to be ligated or separately cannulated. we obtained a chest radiograph to confirm the position of the central venous catheter [ Figure 1 ]. His resting heart rate was 64/min, and oxygen saturation on room air was 99%.
Suspecting a persistent LSVC (PLSVC), we advised a two-dimensional (2D) echocardiogram to find any associated congenital cardiac anomaly. The echo revealed normal sized chambers, no septal defects with good biventricular function. Retrospectively, we reviewed the computed tomography scan that was done at another hospital. It revealed a LSVC with an absent of SVC on the right [ Figure 2 ].
Persistent left superior vena cava is the most common thoracic venous anomaly encountered. The most common presentation is presence of both LSVC and right SVC. [1] However, isolated LSVC is usually associated with atrial septal defect, bicuspid aortic valve, coarctation of the aorta, coronary sinus ostial atresia and cor triatriatum. [2] The prevalence of PLSVC in the general population is 0.3-0.5%, and about 12% in patients with congenital heart diseases. [3] Presence of PLSVC is the result of failure of regression of left anterior cardinal vein in the embryological state, which normally forms the ligament of Marshall. [4] LSVC is not clinically important if it is not associated with other cardiac anomalies. It is revealed during central venous catheter placement, thoracic surgery, and imaging for a cardiothoracic condition or as a finding on autopsy A PLSVC usually drains in the coronary sinus. Hence, a dilated coronary sinus on 2D echocardiography should alert the cardiologist to look for a LSVC as well, even though there are other causes. [5] A cardiac magnetic resonance imaging is helpful in detecting venous anomalies and the course of abnormal veins. Radiologically, a widened aortic shadow, Therefore, the knowledge of PLSVC is important for anaesthesiologists and intensivists so that they do not get confused with the radiological picture after central venous cannulation and can evaluate the patient further. Agitated saline injection via left antecubital vein (Bubble study) and performing transthoracic echo is a safe, harmless and inexpensive test that can help in the detection of LSVC in suspected patients. [10] 
